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Hormone Therapy in Functional Uterine Bleeding 
By GILBERT LANDIS, M. D., Et Paso 


Functional uterine bleeding by definition excludes 
all bleeding due to a lesion of the uterus, or other 
organs influencing the uterus. It is commonly seen 
at the time of the menarche and the menopause. 
Functional uterine bleeding) may be manifest as hyper- 
menorrhea, polymenorrhea, or occasionally as menor- 
rhagia. That is; excessively long menstruation, too 
frequent menstruation or excessively heavy men- 
struation. In general the menorrhagias are due to 
an organic lesion. 


The excessive or prolonged flow that occurs at 
the time of the menarche is anovulatory in type. 
Estrogen is produced uninterruptedly until a bleeding 
level is reached, without the intercurrence of a corpus 
luteum, progesterone formation, and normal men- 
struation, 


Plan of Therapy 


7 

The plan of therapy in the treatment of functional 
bleeding at the time of the menarche is as follows: 
First, a general physical examination is done to ex- 
clude hyperthyroidism or other constitutional illnesses 
which may cause this symptom. A rectal examination, 
or if possible, a one finger vaginal examination is 
always done to exclude an ovarian or uterine tumor. 


The bleeding may be stopped using either estrogen 
to raise the estrogen level above the critical bleeding 
level; progesterone to convert the estrogenic endo- 
metrium to a secretory endometrium with complete 
sloughing; or testosterone to counter the influence 
of the endogenous estrogen. I prefer a combination 
of all three, using an aqueous suspension of estradiol 
1.2 mgm., progesterone 25 mgm., and testosterone 
25 mgm. per each cc. One cc is given I. M. daily 
for 3 to 5 days. The bleeding usually ceases promptly. 
However, in about 5 days after the last injection, 
estrogen withdrawal bleeding occurs. The patient 
should be warned to expect this. This bleeding usual- 
ly ceases in 4 to 5 days. 


Next Step 
The next step in the therapy is to establish regular 


*Dr. Landis this month is substituting for Dr. Jack A. Bernard 
regular conductor of this section. 
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periods. Three weeks after the start of the withdrawal 
bleeding, progesterone 50 to 100 mgm. is given I.M. 
on two successive days. Within a week the patient 
should have a normal period, as the progesterone 
converts the proliferative endometrium to a normal 
secretory endometrium. The I.M. route is preferred 
because it is more constant. For the next two months 
the patient is cycled by giving progesterone on the 
twentieth and twenty-first day of the cycle. Should 
the patient fail to stop bleeding with the triple hor- 
mone, or bleed excessively, or prolonged after the 
progesterone, a diagnostic D & C should be done. 


When bleeding occurs in the period between the 
menarche and the menopause it is difficult to decide 
whether the patient should be treated with hormones 
or whether a D & C should be done. In general, it 
is safe to try hormone therapy first. If it fails to 
regulate the patient, a D & é may be done, 


Cyclic Therapy 


When the patient complains of polymenorrhea, or 
irregularity of the periods, and careful examination 
has failed to disclose a constitutional disease, or 4 
lesion of the uterus or adnexae, to account for the 
irregularity, cyclic therapy is used to reestablish nor- 
mal cycles. Premarin 1.25 mgm. to 2.5 mgm. is given 
orally on each day, starting with the first day of the 
cycle. On the 21st and 22nd of the cycle progesterone 
50 to 100 mgm. is given I.M. The therapy is repeated 
for two additional cycles, starting with the first day 
of bleeding. If breakthrough bleeding occurs while 
the patient is on Premarin the dose is doubled until 
the bleeding stops. The patient is maintained on 
this dose until the 20th day when progesterone is 
started. Usually after three months of cyclic therapy, 
the patient will resume a normal cycle. 


Prolonged Bleeding 


Excessive or prolonged bleeding at the time of the 
menopause should never be treated primarily with 
hormones. These patients should have a careful 
general physical examination as well as a pelvic 
examination, including Papanicolau smears of the 
cervix. If no lesion is detected, a D & C should be 
done both for hemostasis and also for diagnosis. 
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APHORISMS and MEMORABILIA 


Miscellaneous Truths and Concepts 
(Continued) 


22. “It is not sufficiently widely realized that in 
tuberculous meningitis the level of the sugar in the 
C. S. F. may be normal: The Lancet; R. S. Iling- 
worth, Sept. 29,.1956; p. 648. 


Caustic Chemical Burns 


23. “Probably the most serious and most acute 
of these is the group of caustic chemical burns which 
require prompt therapy. Here we repeatedly see 
that a physician on the spot at the time of the injury 
thinks back to his training as a Boy Scout rather 
than to his training in ophthalmology and wastes 
valuable time trying to decide whether the chemical 
burn was alkaline or acid. Of course the thing he 
should do without worrying about pH or chemical 
identification is to remove the irritant chemical im- 
mediately by copious irrigation of the eye with the 
first convenient irrigant available. More often than 
not it is tap water or lake water; if it happens to be 
in a hospital emergency room, it may be normal 
saline solution or the cquivalent, but time taken 
looking for a neutralizing agent is really time wasted, 
particularly if it is an alkaline burn.” American 
Journal of Medicine, October 1956, Dr. John M. 
McLean, p. 618. 


24, “Acid burns are usually complete in their 
damage almost immediately, whereas alkaline burns, 
which penetrate the cornea so readily, are almost al- 
ways worse the next day no matter how severe or 
how mild they may look at the time of injury. It is 
therefore important to follow carefully even a mild 
alkaline burn and it is impossible to assess the total 
amount of damage at the time of first aid.” Loc. cit. 
p. 619. 


Calcium Compounds 


25. ‘When the chemical burn is caused by calcium 
compounds such as lime, which is a common one, 
the cornea is penetrated and calcium precipitates in 
the depths of the cornea after a short time and may 
cause considerable permanent damage.” Loc. cit. 
p. 619. 

26. ‘Most of the meddling surgical first aid to 
the eyeball does more harm than good.” Loc. cit. p. 
619. 


27. ‘A cataract can be extracted by modern sur- 
gical means at any stage of its development and 
should be operated upon whenever the patient's 
visual handicap requires it, regardless of its state of 
anatomic development.” Loc. cit. p. 621. 


28. “By and large I think the general practitioner 
will find himself in trouble more often than not if 
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he attempts to anesthetize the eye and dig an im- 
bedded foreign body out of the cornea. There he will 
do better to patch the eye, perhaps put in an oint- 
ment, or if pain is severe, an anesthetic ointment, and 
refer the patient to someone properly equipped to 
remove it.’ Loc. cit. p. 622. 


Bad Advice 


29. “The most common bit of bad advice in 
strabismus is, do not bother having an eye doctor see 
the child because he may grow out of it. Very few 
children do.” Dr. Dan M. Gordon, American Journal 
of Medicine, October 1956, p. 624. 


30. ‘In adolescence, there is the accelerated mat- 
uration of the female as compared to the male, so 
that the 13-year-old or 14-year-old female sceks her 
companionship from the 16-year old or 17-year old 
males. Many parents worry because they fear their 
daughters are going to be exploited sexually by thesc 
“older men,” whereas the girl is actually seeking 
companionship with people of her own development 
rather than her chronological age.” Paul V. Lemkau, 
M. D., The Journal of the American Medical Assocta- 
tion, October 27, 1956, page 856. 


31. “This would justify the adage that it is not 
what you eat that causes the peptic ulcer but what is 
eating you.” Lowell D. Snorf, M. D., The Journal of 
the American Medical Association, October 27, 1956, 
page 858. 


Dangerous Master 
32. “Radiology, which has taught us much and 


which has corrected many false beliefs, is nevertheless 
a dangerous master.” A. H. Douthwaite, British 
Medical Journal,-October 20, 1956, p. 896. 

33. The commonest radiological pitfall is pro- 
voked by the radiologist’s report. This to the majority 
of doctors and all laymen is infallible. It is note- 
worthy that the more skilled the radiologist the more 
cautious he is in stating his conclusions. He will 
report on what he sees, but he will state that his 
findings are so-an-so, and suggestive of this or that 
but nothing more. In the other and more heavily 
loaded scale are those who have embraced the special- 
ty without adequate grounding in medicine and sur- 
gery. It is from these that we receive lengthy docu- 
ments detailing normal and allegedly abnormal ap- 
pearances, diagnoses sometimes correct and often 
utterly wrong, and worst of all, advice as to treat- 
ment.” Loc. cit. p. 896. 


(To be Continued ) 
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“POINTERS” 
From the Case Records of the Massachusetts General Hospital,* 1953 
(Continued ) 
37. “I doubt very much if there is a real athletic relatively few, about 8 per cent, go on to die in renal 
heart.” Joc. cit.; p. 737 failure.” loc. cit.; p. 822 
l 38. “Only about 10 per cent of the patients in Lack of Pigmentation 
this hospital with an established, diagnosed throm- ae oo 
bophlebitis have emboli, and few of these have fatal 12. ‘Patients with untreated panhypopituitarism 
‘ emboli.” Joc. cit.; p. 783 are remarkable for their lack of pigmentation, Even 
. . moles are rare in such patients.” /oc. cit.; p. 857 
39. “If metastases involve the abdominal para-aortic 
lymph nodes, they frequently pass through the dia- 13. “Even though the radiologist may think an 
phragm to involve lymph nodes in the mediastinum. — ulcer is healed and is nt able to demonstrate a crater, 
) For example, it may occur with cancer of the body — the lesion may be active and a source of bleeding.” 
of the pancreas, and one or two such patients have Joc. cit.; p. 861 
: come into the hospitah with a diagnosis of mediastinal 
j lymphoma.” Joc. cit.; p. 783 44. “About 90 per cent of small bowel obstruc- 
tions are due to external hernia or post-operative 
Elderly People adhesions. The remaining 10 per cent of cases are 
) 10. ‘... subacute bacterial endocarditis. Elderly _ “4 (1) gollstone ileus (chronic; air often found 
r people often fool us with that disease because they ss rf re at gk: a7) ge ge a ” 
| may have little or no fever, they are debilitated and an beeen gers ay we 7 te age ulum; (3) 
r anemic, and they dic in uremia. The course is so un- oe ied pone igen. pre Fk latesnet 
like that of this illness in younger people that we see “ uae kek —ome he — _— pafa- 
, sometimes do not think of this possibility.” Joc. cit.; * SOeem, Ce left) 5 O) Volvulus (secondary 
; p. 821 to congenital defect in fixation of the mesentery ) > (6) 
Anomalies of the yolk stalk omphalomesenteric duct 
11. “Current opinion about the ethiology of (en- and vessels (artery and Meckel’s diverticulum).” A 
docarditic) glomerular lesions of this sort is against composite; p. 906 
the traditional belief that they are due to shgwers of 
t emboli swept off from a vegetation, and suggests a Appendicitis 
7 hypersensitivity state as a more likely explanation... wa 2 ens ; , 
f About 50 poner of patients with abunee bacterial ce |... Une aaniioniny papal dt as 
al ; ; left behind at a previous appendectomy.” p, 949 
endocarditis have glomerulitis of this type; however, 
46. “What kind of tumors can produce gyne- 
Reowde” wel Dr: Joseph Garland. Halter of “The New Englana  comastia? One has to consider three sources in such 
Journal of Medicine’ for permission to publish these excerpts. a patient—the pituitary and adrenal glands and the 
| They will appear regularly and cover the years 1951 through aa “ape ae 
: 1955.—Andrew M. Babey, M. D. testes.” Joc cit., p. 1033 
: 
; TOXICOLOGY 
y 
: Clinitest-Produced Esophageal Stricture 
4 Canby, J. P., J. Pediat. 50:68, 1957 
| The toxic propertics of Clinitest tablets are not 
; generally appreciated. The tablets contain copper sul- 
; fate, caustic soda, sodium bicarbonate, and citric acid. 
The author observed two children, each of whom had 
; ingested one Clinitest tablet. In neither case did the 
attending physician recognize the nature of the poten- 
: tial damage to the esophagus. Several weeks later, 
both children developed esophageal stricture at the 
level of the aortic arch. 
Brooke Army Hospital, Fort Sam Houston, Texas. 
Clinical Clippings, March, 1957. 
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Save Our Schools So They May Save Us 


By Cetso C, Stapp, M.D., EL Paso 


We, as Americans, have been taking our public 
schools for granted for the last century. Our free 
public school system and the idea of compulsory edu- 
cation didn’t just happen. In fact, the turmoil that ac- 
companied the development of the school system was 
one of the things that made the movement a great 
success. Unfortunately, as many things that we take 
for granted, there is much that is going wrong. The 
education of our youth is not the great concern that 
it was one hundred years ago. One of the greatest 
things about our school system was that it was 
directed from the local level. It, therefore, was free 
from the effects of politics on the national level. 
This helped maintain Democracy in the truest sense 
of the word. The great men of our history were 
presented as great Americans and not as political 
demagogues, 


Control Schools Locally 


At present reading we are in the great struggle 
for socialization. Certainly the schools have not es- 
caped. Too many of us have not been willing to 
stand up and be counted for we know that to im- 
prove the school systems more taxes will have to be 
levied. There is a false feeling that if the Federal 
Government will do it we won't have to pay. It has 
been difficult to arouse the people into realizing that 
we can do it cheaper and better by maintaining local 
control. 


Certainly in the last ten years the student load 
on our schools has increased about twenty five per 
cent. In the same period, the number of teachers has 
decreased ten per cent. The resultant deterioration 
should make every American insist that our schools 
be brought up to date. 


Personal Experience 
Recently, while speaking to a professor of English 
in one of our Colleges I learned that many colleges 
are teaching reading, writing and the basic grammar 
that should have been taught in grade school. Un- 
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fortunately, personal experience showed me this state 
of affairs to be true. Last month my son took an 
entrance examination for one of the finest prep 
schools in the state. I was told that he had seven 
per cent of normal in reading, thirty per cent of 
reading understanding and that he was deficient in 
grammar. In the same breath the registrar of the 
school told me that so were eighty” per cent of the 
students from public schools making application to 
this school. He also told me that this was true of 
all the schools in the Southwest. This is what is hap- 
pening to our children, 


Write Your Congressmen 


Nothing will come of this if you and I do not 
demand of our school boards and local governments 
that the schools be improved, We must write to our 
Senators and Representatives in Washington and tell 
them we want national taxes lowered. With lowered 
federal taxes we will have a chance to increase local 
taxes to support our schools. We must emphasize 
that we want to do this locally and do not want 
Federal Government control. Let us once again as- 
sert the courage that was our forebearers. We must 
stop these socialistic changes now. If we do not, our 
schools will be at the mercy of the federal political 
machines. 


With the modern teaching techniques, and good 
teachers receiving adequate salaries, we can reestablish 
our schools to the high level they should be. By pay- 
ing adequate salaries we can demand high qualifica- 
tions of these teachers and attract the cream of our 
youth to the teaching profession, thereby alleviating 
the growing teacher shortage. 


These things cannot be done without a trust in 
God and the pioneer determination that our founding 
fathers had in making this country great. Our schools 
are a basic bulwark against socialization and the 
political madmen. Let us defend them with our 
material means and our honor. 


SOUTHWESTERN MEDICINE 





MEETINGS 





Dr. Margaret Watkins of Dallas was elected Presi- 
dent of the Texas Orthopaedic Association at its an- 
nual meeting held in Dallas, Texas, April 29, in 
connection with the annual meeting of the Texas 
Medical Association. 


Dr. Duncan McKeever of Houston was elected 
Vice-President and Dr. B. C. Halley, Jr., Dallas, 
was elected Secretary- 
Treasurer. Dr. John J. 
Hinchey of San Antonio 
is retiring President. 

A total of 120 physi- 
cians attended the one-day 3 
meeting, which was held = 
in the roof garden of the © | 
Adolphus Hotel for the : .¢ 
morning and noon ses- | @ 
sions, and in the South- 
western Medical School * 
for the afterncon session. 


Speakers 

Speakers and their sub- 
jects were: Dr. Charles F. 
Gregory, Dallas, Chair- 
man and Associate Profes- 
sor of the Division of 
Orthopaedic Surgery in 
the University of Texas 
Southwestern Medical 
School, “Poliomyelitis in 
Dallas, 1956, and its Re- 
lation to the Salk Vac- 
cine’; Dr. H. R. McCar- 
roll, St. Louis, Assistant 
Professor of Clinical Or- 
thopaedic Surgery in the 
Washington University 
School of Medicine, 
“Management of Con- 
genital Dysplasia and Dr. 
Congenital Dislocation of 
the Hip in Infancy”; Dr. T. O. Shindler, Houston, 
“Tissue Culture Compression Studies on Bone Cells” ; 
Dr. Preston H. Wade, New York City, Professor of 
Clinical Surgery at Cornell University Medical Col- 
lege, ‘Importance of Joint Motion in the Treatment 
of Fractures”; Dr. H. H. Brindley, Temple, Texas, 
“Chamley Type Arthroplasty of the Hip”. 
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Dr. Watkins of Dallas Elected President of Texas 


Orthopaedic Association 


Dr. John J. Hinchey, San Antonio, President's Ad- 
dress; Dr. D. C. Hucherson, Houston, Clinical As- 
sociate Professor of Orthopaedic Surgery at Baylor 
University College of Medicine ‘‘Arthrodesis of the 
Shoulder—A New Method”, and a panel on “'Diag- 
nostic and Therapeutic Orthopaedic Problems”, with 
Dr. C. F. Gregory as moderator and panelists Dr. 
H. R. McCarroll, Dr. Louis W. Breck, El Paso, Dr. 
Henry C. McDonald, Fort 
Worth, and Dr. Duncan 
McKeever, Houston. 


The 1958 meeting will 
be held in Houston, Tex- 
as, on April 21. 


New President 
The new President, Dr. 
Watkins, was born in 
: Dallas and received her 
: B. A. from the Universi- 
' ty of Texas and M. D. 
from Baylor College of 
Medicine. She interned 
at Albany Hospital in 
New York, and took her 
residencies in the New 
Jersey Orthopaedic Hos- 
pital in Orange, N. J. 
Parkland Hospital of Dal 
las, and Baylor Universi- 
ty Hospital in Dallas. Dr. 
Watkins began the pri- 
vate practice of Ortho- 
paedic Surgery in 1942. 
She has been secretary- 
treasurer of the Texas 
Orthopaedic Association 
since 1949, 
She is a member of the 
wives ovessee@ American Academy of 
Orthopaedic Surgeons, a 
Diplomate of the Ameri- 
can Board of Orthopaedic 
Surgery, and a member of the American College of 
Surgeons, and the American Academy of Cerebral 
Palsy. 


’ 


She is a member of the Board of the St. Matthews 
Foundation for Children, the Dallas Diocese; Con- 
sultant for the Moody State School for Cerebral Palsy 
in Galveston; Medical Director of the Dallas Society 
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for Crippled Children’s Treatment Center; and a the Department of Orthopaedics in Southwestern 
member of the Board of the Children’s Development Medical School and a member of the Mediation 
Center in Dallas. She is also Clinical Instructor for Committee of the Dallas County Medical Society. 





Left to right among speakers at the annual meeting of the Texas Orthopaedic Associa- 
tion in Dallas April 29 were Dr. John ]. Hinchey, San Antonio, retiring President; Dr. 
H. R. McCarroll, St. Louis, Mo., Assistant Professor of Clinical Orthopaedic Surgery in 
the Washington University School of Medicine and President-Elect of the American 
Academy of Orthopaedic Surgeons; Dr. T. O. Shindler, Houston; Dr. H. H. Brindley, 
Temple, Texas; and Dr. Charles F. Gregory, Dallas, Chairman and Associate Professor 
of the Division of Orthopaedic Surgery in the University of Texas Southwestern Medical 
School. 


Left to right are Dr. G. 
W. N. Eggers, Professor 
of Orthopaedic Surgery al 
the University of Texas 
Medical Branch at Galves- 
ton; Dr. Preston A. Wade, 
New York City, Professor 
of Clinical Surgery at Cor- 
nell University Medical 
College, one of the speak- 
ers; and Dr. John Me 
Donald, Tulsa, Okla. 
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At right are Dr. Henry C. 
McDonald, (left,) Fort 
Worth, a member of the 
panel, and Dr. B. C. Hal- 
ley, Jr. Dallas, new Secreta- 
ry-Treasurer of the associa- 


lion, 


Below (left to right) are Dr. D. C. Hutcherson, Houston, Clinical Associate Professor of 
Orthopaedic Surgery at Baylor University College of Medicine, one of the speakers; 
Dr. Louis W. Breck, El Paso, a member of the panel; Dr. McCarroll; and Dr. Duncan 


McKeever, Houston, new Vice-President of the Association and a member of the panel. 
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Southwestern New Mexico Medical Society 


Meets In Deming, N. M. 
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Left to right are new officers of the Southwestern New Mexico Medical Society, which held its regular 
meeting April 10 in Deming, N. M.: Dr. C, L. Harris, Las Cruces, N. M., Vice-President; Dr. William J. 
Hossley, Deming, N. M., retiring President; Dr. William B, Cantrell, Truth or Consequences, N. M., Presi- 
dent, and Dr. T. H. Klunder, Lordsburg, N. M., Secretary-Treasurer. 


Dr. James D. Bozzell of El Paso 
(left) was the principal speaker at 
the April meeting of the Southwest- 
ern New Mexico Medical Society in 
Deming, N. M. His subject was 
“Urological Problems in General 
Practice’. With him is Dr. James C. 
Sedgwick, Las Cruces, who was vice- 
president of the New Mexico Medi- 
cal Society for the year ending in 
May. 
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Left to right at the April meeting of the Southwestern New Mexico Medical Society in Deming were Mrs. 
James D. Bozzell, El Paso, wife of the guest-speaker; Mrs. T.H. Klunder, Lordsburg, N. M., Secretary-Treas- 
urer of the Society's Auxiliary; Mrs, Paul A. Feil, Deming, N. M., Auxiliary Vice-President, and Mrs. H. S. 
Cohen, Lordsburg, President of the Auxiliary. 


Clinical Note from Grand Rounds 


These notes are abstracts of opinions cxpressed by staff mem 
bers during case presentations at the Friday Grand Rounds of 
the Pratt Diagnostic Clinic New England Center Hospital. 


In the normal kidney maximum excretory capacity 
is reached when the urine volume reaches 2 cc/min 
(2800,cc/24 hrs). The maximum excretory capacity 
in a damaged kidney may be reached with urine 
volumes of less than 1 cc/min (1400 cc/24 hrs). In 
chronic renal insufficiency fluids should be pushed, 
but not beyond the ability of the kidney to excrete 
them. Weight gain and edema formation would in- 
dicate that this point had been reached. 








American Fracture Association to Meet in El Paso 


September 30 - October 2 


Plans for the annual meeting of the American 
Fracture Association, to be held in El Paso, Texas, 
September 30 to October 2, have been announced 
by Dr. Duncan C. McKeever of Houston, President, 
and Dr. W. Compere Basom of El Paso, a member 
of the Board of Governors, who is in charge of local 
arrangements for the meeting. 


Approved for Credit 


The meeting is approved by the American Academy 
of General Practice for Category II for 15 hours 
credit, and will be coordinated with a meeting of 
the El Paso Division of the University of Texas Post- 
graduate School of Medicine, of which Dr. Ralph 
H. Homan cf El Paso is Director. The Postgraduate 
meeting is approved by the American Academy of 
General Practice for Category I for seven hours 
credit. 


Following is a list of speakers and their subjects 
who will participate in the Postgraduate meeting: Dr. 
Duncan McKeever, Houston, “Mechanical Principles 
Involved in Fixation of Fractures’; Dr. William L. 
Waldrop, Oklahoma City, Okla., ‘External Fixation 
in Hand Surgery’; Dr. Roger Anderson, Seattle, 
Wash., “Management of Problem Fractures by Trans- 
fixion”; Dr. John B. Erich, Rochester, Minn., ‘‘Frac- 
tures of the Nasal and Malar Bones’; Dr. Robert T. 
McElvenny, Chicago, Ill., “Social and Psychological 
Significance of Scars’; Dr, Garrett Pipkin, Kansas 
City, Mo., “Fat Embolism’. Other speakers will be 
Dr. I. W. Nachlas, Baltimore, Md., and Dr. Dana 
M. Street, Memphis, Tenn. 


Reception 


In connection with the Postgraduate meeting, a 
reception will be held at the Hotel Cortez from 6:30 
to 7:30 p. m., September 29, by Dr. and Mrs, Ralph 
H. Homan and Dr. and Mrs. W. Compere Basom. 


The American Fracture Association meeting will 
convene in the Hotel Cortez at 9 a. m. September 30. 
Registration will be held on the afterncon of Septem- 
ber 29 and at 8 a. m. September 30. 


Discussion Period 


Each morning the meeting will start at 8 a. m. 
and the feature will be a discussion period for papers 
of the previous day. An opportunity will be given 
those attending to present problem cases with their 
illustration by the use of X-Rays. 


In addition to the speakers listed above for the 
Postgraduate session, the following, will take part in 
the American Fracture Assdciation Program: Dr. S. 
Perry Rogers, El Paso; Dr. Charles B. Sadler, Amaril- 
lo, Texas; Dr. Merton H. Leonard, El Paso, Dr. Louis 
W. Breck, El Paso, Dr. Herbert E. Hipps, Waco, 
Texas, Dr. William C. Westen, Santa Fe, N. M., Dr. 
Philip T. Holland, Bloomington, Ind., Dr. George 
L. Dixon, Tucson, Arizona, Dr. Mario Palafox, El 
Paso, Dr. Zigmund W. Kosicki, El Paso, Dr. David 
M. Cameron, El Paso, Dr. Perry J. C. Byars, San 
Angelo, Tex., Dr. A. E. Luckett, El Paso, Dr. George 
W. Horton, Odessa, Tex., Dr. Leo Cooper, Gary, 
Ind., Dr. John S. Moore, Roswell, N. M., Dr. A. H. 
Dierh, St. Louis, Mo. 


Roundtable Luncheons 


There will be roundtable luncheons on September 
30 at noon and a banquet dinner dance on October 
1 in the Hotel Cortez. A tea will be given for the 
ladies on September 30. 


Following conclusion of the American Fracture 
Association meeting, a chartered plane will be avail- 
able for transportation to the Medical University at 
Guadalajara, Mexico, where a Postgraduate program 
will be presented. This trip is under the direction 
of Dr. McKeever, and arrangements can be made at 
the Hotel Cortez for attendance at this meeting. 


PEDIATRICS 

Adhesive Strapping For Umbilical Hernia In Infants 

Haworth, J. C., British M, J. 2:1286, 1956 
Although the common umbilical hernia usually 
disappears spontaneously, the condition often causes 
much anxiety among parents. Some physicians ad- 
vocate mechanical reduction by means of adhesive 
tape while others believe that strapping is not only 
useless but also delays natural cure. From a controlled 
study of 100 babies with umbilical hernia it is evident 
that almost all small, untreated hernias disappear 
during the first year of life. The healing of large 

hernias was greatly facilitated by strapping. 

Children’s Hospital, Sheffield 


Clinical Clippings, March, 1957. 
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Dr. Holt of El Paso New President of 


Texas Traumatic Surgical Society 


Dr. Russell Holt of El Paso was elected President 
of the Texas Traumatic Surgical Society at its annual 
meeting in Dallas, April 27. The meeting was held 
in conjunction with annual meetings of the Texas 
Medical Association. 


Dr. Holt presented a paper on the subject of “Pre- 
vention and Treatment of Lead Absorption’. A discus- 
sion of Dr. Holt’s subject was given by M. F. Mason, 
Ph. D., Dallas. 


El Paso Physicians Present Papers 


at Dallas Meeting 


El] Paso physicians who presented papers at the 
annual mecting of the Texas Medical Association in 
Dallas, April 27 to May 1, were Dr. F. P. Bornstein, 
who spoke on ‘The El Paso County Program for the 
Medical Investigation of Sexual Offenses’, and Dr. 
Celso C. Stapp, El Paso, President of the Southwestern 
Medical Association, who spoke on ‘‘Comparison of 
Rolicton and Mictine as Diuretics in Edema of Preg- 
nancy”. 


Coming Meetings 


First American Congress of Legal Medicine and | 
Law-Science Problems to be Conducted by the Law- | 
Science Institute of the University of Texas at the | 
Hotel Morrison, Chicago, July 8 - 20. 


Postgraduate Medical Assembly of South Texas, 
23rd Annual Meeting, The Shamrock Hilton, 
Houston, July 15-17. 


American Fracture Association, September 30, 
October 1 and 2, 1957, in El Paso. Dr. W. 
Compere Basom is in charge of arrangements. 


Southwestern Medical Association, October 9, 
10, 11, in El Paso. 


Texas Surgical Society, El Paso, April 7 & 8, 
1958 


Fifth International Congress of Internal Medi- 
cine, Sheraton Hotel, Philadelphia, April 24-26, 
1958. 
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Medical Leaders Explain Trend 
Toward Salaried Practice 


A desire for security and a desire to be part of a 
medical team are mainly responsible for the present 
trend toward salaried medical practice. That's the 
consensus of some fifty medical leaders queried by 
Medical Economics. 


Nearly all these medical leaders (less than half of 
whom are themselves on salary) ‘explain the rise of 
salaried practice in terms of doctors’ attitudes.” 


“To quote a privately practicing surgeon who's out 
of sympathy with the trend, ‘today’s young M. D. 
wants security. He wants leisure. And, unlike the doc- 
tor of the past, he isn’t willing to work for these 
things. He wants to start out with them. So he takes 
a salaried post.’” 

Adds the medical director of a big closed-panel 
plan: ‘Many of our best young men feel they can 
serve most effectively in teaching hospitals or in team- 
work with salaried groups. Sure, they want security. 
But even more they want a better professional life.” 

Five Factors 

“Besides these attitudes among doctors themselves, 
there appear to be at least five outside factors pushing 
them toward salaried practice. 

“First, of course, is organized labor,’’ the magazine 
reports. Some of the medical leaders it queried pointed 
out that more and more unions are willing to pay 
big money for their own medical programs, Says 
the head of one labor health center: “The time is al- 
ready at hand when the family doctor in some in- 
dustrial areas makes a better living on a union salary 
than in solo practice.” 

Another factor accounting for the spread of salaried 
practice lies in the increased number and influence 
of ‘“‘private teaching hospitals with salaried staffs’’. 

Medical Research 

“The third outside factor is the great upsurge in 
medical research. Today's research-minded doctor is 
likely to be on the full-time payroll of a foundation, 
a university, or a drug company.” 

“Fourth is industrial medicine.” The medical di- 
rector of one doctor-employing company says, ‘There 
are more than 3,500 physicians on full-time salaries 
right now. Give us another ten years and we'll be 
one of the top five specialties.” 

“Finally, the Federal tax laws are a powerful force 
in favor of salaried practice.” They take so much of 
what the high-paid private practitioner earns that 
many physicians say they would rather work on salary. 
Salaried jobs, they add, often provide for company 
pensions, thus eliminating doctors’ worries about sav- 
ings. 
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Surgical Treatment of the Painful Hip 


By Rex L. DivecLey, A. B., M. D.* 
KANSAS CITY 


The patient who has been treated conservatively 
for a painful hip, and becomes a candidate for sur- 
gical relief of this condition, should be studied very 
thoroughly before any operative procedure is insti- 
tuted. 


The surgical treatment of the painful hip has too 
often been approached by enthusiasts who have in- 
stituted an operation almost routinely in order to 
prove the adequacy of the procedure. True, after a 
period of years, by trial and error, the favored surgery 
proves itself cfficient for a percentage of cases and 
is accepted as the method of choice for selected patho- 
logical changes in the hip joint. 


But too often without adequate study of our cases, 
or through lack of experience, we choose the wrong 
procedure for the relief of the pathological hip, and 
failure or disappointment results. 


Review 


You will pardon me, then, if I review the various 
types of painful hips in adults, and suggest the oper- 
ative procedures which have given the best end results 
in our hands. We shall not include in our discussion 
the pathological or painful hip of childhood or the 
specific or tuberculous hip of adult life. 


First, we must consider the early arthritic hip with 
resulting pain and stiffness. Generally this type of 
joint has undergone numerous methods of conser- 
vative manipulative and medical treatment. The X-ray 
plate in this variety of hip joint reveals a slight 
roughening of the femoral head, narrowing of the 
joint space, and occasional lipping of the acetabular 
rim. There is generally a definite contracture of the 
adductor muscles of the hip and a slight flexion con- 
tracture — nature’s attempt to rest the joint in a 
relaxed position. 


Preferred Treatment 


We prefer to treat this type of hip surgically, but 
conservatively. If an adductor tenotomy and obturator 
neurectomy is performed, the adduction contracture 
can be largely overcome, and the pain will be material- 
ly relieved. In some cases it is advisable to add to 
this procedure a fasciotomy of the tensor fascia lata 
which will relax the flexion contracture if present. 

This conservative operative procedure should be fol- 
lowed by carefully supervised physiotherapy to main- 


*From the Dickson-Diveley Clinic, Kansas City, Missouri. 
Read before the Texas Orthopaedic Association, Galveston. 
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tain abduction and extension of the hip joint. 


It must be explained to the patient that this pro- 
cedure is only a temporary measure, and in most 
cases more drastic treatment will be needed in the 
future if the arthritic process continues and the hip 
joint is further damaged. 


In our series of cases, the results of this procedure 
have given marked relief to,the patient over a period 
of from six months to three years. In a few cases the 
relief was permanent. 

Next Type 

The next type of hip we shall discuss is that due 
to a deformed femoral head from injury or disease 
of childhood or adolescence, which becomes painful 
as the individual reaches young or middle adulthood. 
Under this category we have slipped epiphysis, 
Perthes disease, arthritis, and epiphysitis. 

The principal complaint in this type of hip joint 
is a limp and lack of motion due to a deformed 
temoral head attempting to function in an abnormal 
acetabulum, Pain and stiffness are constant symp- 
toms. 


Considering the age of the patient (20 to 45) the 
procedure which has proven most successful for the 
relief of this condition in our hands is the Smith- 
Peterson mold arthroplasty. Some surgeons still ad- 
vise the fascial interposition arthroplasty in the mid- 
dle aged patients. Our experience however has proved 
that the interposition of the Vitallium cup definitely 
decreases the demineralization and wear and tear 
changes of the femoral head, and the joint functions 
more normally than following a fascial arthroplasty. 
The stability with this procedure is unquestionably 
better. 


Patients Evaluated 

Patients upon whom this operation is contemplated 
should be evaluated very carefully as to their mental 
and general physical condition. The patient must be 
cooperative and willing to work for a successful end 
result. In many cases, the musculature about the hip 
is weak and atrophic and these patients must have 
the will to rebuild these structures and to withstand 
a certain amount of pain. 


The young, non-obese patient with a will to ac- 
complish is the best candidate for this type of hip 
reconstruction. 


When the surgeon decides that a cup arthroplasty 
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should be performed, he must take the patient into 
his full confidence, explaining all the advantages, 
disadvantages, the work and cooperation which will 
be necessary on the part of the patient if success is 
to be achieved. Never oversell the procedure, but 
allow the patient to elect the operation, then you will 
be assured of his cooperation. 


Three Phases 

Any joint reconstructive operation should be con- 
sidered under three phases, each one equally im- 
portant: 

1. Pre-operative indoctrination and preparation. 

2. Skillful surgical-reconstructive procedure by the 

surgeon. 

3. Carefully supervised aftercare and_rehabilita- 

tion. 

If these three most important phases of a joint re- 
constructive operation are carefully carried out, the 
end result should be successful. 

A review of our series of cup arthroplasties reveals 
the following data: 


Ire > we ‘ ‘ 
Pre-operative diagnosis 


Arthritis 43 per cent of cases 
Trauma 18 per cent 
Slipped Epiphysis 17 per cent 
Septic Joint 4 per cent 
All Others 18 per cent 


The average age of the patients operated was 29 
years, 


The final results in this series can best be reflected 
by the answers to a questionnaire which has just been 
circulated, 





Pain in Hip: None 57 per cent 
Moderate 38 per cent 
Considerable 5 per cent 

Range of Motion: Excellent 33 per cent 
Fair 62 per cent 
Poor 5 per cent 

Increase of Motion ‘ 

after operation: Better , 76 per cent 
About same 10 per cent 
Less 14 per cent 

Work capabilities: Does all work 72 per cent 
Some work 28 per cent 
None 0 

Success of Operation: Successful 67 per cent 
Fairi'y Successful 28 per cent 
Unsuccessful 5 per cent 


The next category of painful hip in adulthood is 
due to a deformed head or neck of the femur, and/or 
acetabulum, from one of the following: 


1. Disease — most often arthritis. 
2. Injury with resulting deformity or non-union. 
3. Degeneration — generally aseptic necrosis. 


This age group starts at approximately forty-five 
years. 
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Probably the most popular surgical procedure for 
the treatment of the painful and deformed hip in all 
three of these categories is the replacement operation. 
This procedure — a ‘‘resection-reconstruction” opera- 
tion —- was introduced by Jean and Robert Judet in 
1946, and has proven very popular with the American 
surgeons. As a matter of fact, in the elapsed three 
year period after its introduction into this country, 
some 500 American orthopaedic surgeons had operated 
and inserted approximately 8000 hip prostheses and 
had devised some 40 different types of prostheses. 


The indications, the technique of the operation, 
and the type of prosthesis used has changed many 
times since its introduction. 


Thorough Trial 


The French (who introduced the procedure) as 
well as the British, are becoming much more con- 
servative in the use of the operation. They have 
given the procedure a thorough trial for every known 
type of hip condition and can now categorize those 
pathological hips in which a replacement operation 
may give successful results. It might be well for the 
American surgeons to take heed and slow down in 
this period of acryllic delirium. 


The procedure gives excellent results in well se- 
lected cases and in our hands has proved most bene- 
ficial in the following: 


1. Fresh fractures of the head and high neck of 
the femur in the aged. 


2. Non-union of fractures of the neck of the femur 
or aseptic necrosis of the head in patients past 
60 to 65 or where the patient is prematurely 
senile or aged. 


The hip replacement procedure allows the patient 
to become ambulatory early, is no more shocking 
than other hip operations, and the new type of hip 
reconstruction will generally outlast the expectancy 
of the patient. Just how long this type of hip recon- 
struction will last is still a debatable subject and the 
answer will only come with its usage over the years. 
The oldest cases as observed by the essayist in France 
have functioned efficiently approximately eight years. 

A review of the cases of hip replacement performed 
and followed in our clinic reveal the following data: 


Hip condition operated: 


Non-union neck of femur 41 per cent 
Fresh fractures of hip .in aged) 26 per cent 
Arthritis 19 per cent 
Aseptic Necrosis 10 per cent 
Others 4 per cent 
The average age - 65.5 years. 
End results: 
Excellent 15 per cent 
Good 37 per cent 
Fair 28.3 per cent 
Poor 5 per cent 
Good but observed less 
than 6 months 13 per cent 
Mortality 1.7 per cent 
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The displaced osteotomy procedure, whether the 
Putti, the McMurray, or the Blount type, is an ex- 
cellent operation in selected cases, and will give a 
stable hip with a minimum of pain. We have used 
this operation most often in non-union of the neck 
of the femur and in conjunction with arthrodesis of 
the hip joint. 


In the Putti or McMurray type of osteotomy where 
the cut line extends through the femur below the 
greater and above the lesser trochanter, the shaft is 
displaced medially, the leg is abducted, and the pa- 
tient put up in a plaster spica until the osteotomy is 
healed. This new relationship of the shaft of the 
femur with the head and neck will give a better 
valgus position and will encourage the healing of 
a delayed or non-union of the femoral neck or take 
the stress off the hip joint and allow an ankylosis 
where the joint surfaces are unaffected by injury or 
disease. 


We have obtained equivalent results and have 
materially cut down on the mortality by the use of 
the blade plate or the triflanged nail with lateral fixa- 
tion bar to stabilize and fix the displaced osteotomy. 


The patient selected for this type of operation may 
be younger, 35 to 65, and in a well chosen case will 
give a stable hip with a minimum amount of pain 
and some motion, 


A review of our cases of sub-trochanteric osteotomy 
performed for delayed or non-union of the femoral 
neck reveal the following data: 


Average age of patient - 64.5 years. 


Results: 
Exceilent 20.4 per cent 
Gocd 36.4 per cent 
Fair 32 per cent 
Failure 4.5 per cent 
Unable to follow 4.5 per cent 
Mortality 2.2 per cent 





Fusion of the hip should be reserved for the pa- 
tient who will require a stable and painfree hip 
which will withstand hard work. The middle aged 
patient is the best candidate for this operation, as 
they will adapt themselves to a stiff hip and learn to 
use it. However, the healthy older patient who can 
withstand the prolonged convalescence could be con- 
sidered for this procedure. 


There are many types of intra- and extra-articular 
fusion procedures. The operation which has proved 
the most successful in our clinic is the internal fixation 
method, whether intra- or extra-articular. We general- 
ly perform a subtrochanteric osteotomy in conjunction 
with the ankylosing procedure. 


If the hip is partially fixed in a malposition either 
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by disease or injury, an erasion is performed at the 
hip joint. The femur and leg are then brought into 
the proper position for ankylosis. The hip joint is 
nailed or fixed with a long triflanged nail which 
extends high into the ilium. A subtrochanteric os- 
teotomy is performed, the shaft is displaced medially 
and fixed to the trochanter and neck by a bar or plate 
which has been preshaped to the correct position 
and fixed to the shaft with screws and to the nail 
head with a set screw. If this type of internal fixation 
is used, the patient may be dressed in balanced trac- 
tion until union of the osteotomy has progressed, 
then a walking plaster spica to the knee can be ap- 
plied for ambulation and mobilization of the knee, 
until ankylosis of the hip joint is complete. 


A review of our cases operated for ankylosis of the 
hip joint with or without subtrochanteric osteotomy 
gives the following data: 


Average age of patients -50 years. 


Condition for which ankylosis was performed: 


Arthritis 58 per cent 
Traumatic 21 per cent 
Aseptic Necrosis 9 per cent 
All Others 12 per cent 
Intra-articular 65 per cent 
Blind fixation 35 per cent 
Subtrochanteric osteotomy 43 per cent 
No osteotomy 57 per cent 
Results 
Excellent 40 per cent 
Good 30 per cent 
Fair 15 per cent 
Poor 9 per cent 
Unable to follow 6 per cent 


Reconstruction operations of the hip such as advised 
by Whitman, Brackett, and Colonna have been car- 
ried out for years by some surgeons with varying suc- 
cess. 


Acetabuloplasty was advised by Smith-Peterson for 
certain painful hips where there was an overgrowth 
of the acetabular rim, but was very soon replaced 
with the cup arthroplasty procedure. However, the 
acetabuloplasty is still useful in conjunction with 
arthroplasty where there are overhanging edges of the 
acetabulum. 


In conclusion then, may I sound a word of caution 
that each case of painful hip is a problem unto itself 
and deserves thorough study and thought, before the 
application of any surgical procedure. 


If the surgical procedure is carcfully selected to 
fit the individual case, and if the operation is care- 
fully planned and executed, and if the post-operative 
care and rehabilitation thoroughly supervised, the 
results should be most gratifying to patient and sur- 
geon. 
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Wounds of the Perineum, Rectum and Buttocks* 


By JOHN W. Wuire, Lt. COLONEL, M. C., CHIEF, GENERAL SURGERY SERVICE, 


WILLIAM BEAUMONT ARMY HospITAL, EL PAso 


In any discussion of wounds of the perineum, rec- 
tum and buttocks, it is impossible to keep from reiter- 
ating points that have been brought out by others par- 
ticipating in this symposium. The anatomical relation- 
ship of the perineum, rectum and buttocks must be 
thoroughly understood prior to any description of 
wounds of this area, and especially before any at- 
tempt at treatment of wounds of this region is un- 
dertaken. 


In cases with multiple wounds, the perineum, but- 
tocks and rectum may be easily overlooked in a cur- 
sory examination, and as a result, patients may de- 
velop overwhelming infections or may exsanguinate. 
Any examination is inadequate without careful in- 
spection of the groins, the perineum and a rectal 
examination, 


Cases have been reported where a soldier has been 
shot while in a kneeling position and died without 
external evidence of wound, Autopsy in this case 
revealed the bullet or missile had entered the anus 
and lodged in the body cavity. A rectal examination 
would have shown blood on the examining finger 
in this case, 

Proctoscopic Examination 


’ 


Should doubt exist as to whether a patient has sus- 
tained an injury to the anus or rectum, after digital 
examination, a proctoscopic examination is in order. 


In wounds of the perineum or buttocks with an 
associated hematoma, one must presume there is an 
injury to the urethra or bladder, the treatment of 
which will be discussed in a later paper. 


X-ray examination of these patients should include 
the pelvis and thé hip joints to rule out involvement 
as well as the possibility of fragments of bone in- 
volving other structures in the pelvis, The treatment 
of injuries to the hip joints will be discussed by the 
Orthopedic Service. 


Wounds of this area must be handled, with the 
same principles as in any other region, with adequate 
exposure, debridement and restoration of the wound- 
ed parts to as nearly normal anatomic and physiologic 
relationship as possible. 


Adequate Debridement 


Infection in this area is likely to be extensive and 
overwhelming if adequate debridement is not under- 








*l’rom Symposium on Surgery in Acute Trauma delivered at Wil- 
Nam Beaumont Army Hospital, April 1956. 
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taken, since there are several closed spaces which 
can be contaminated from fecal spillage from the 
rectum, To better understand this, one must become 
acquainted with the anatomy of this area, but to 
attempt a comprehensive review now is impossible 
with the limitation of time. 


Should infection or hemorrhage spread from the 
rectum at the level of the levators, it follows along 
the fascia propia, derived from the transversalis fascia, 
to point: 


1. Along the iliac crest. 
2. Through Petit’s triangle. 
3. In the lumbar region below the kidneys. 


4. Along the sacrum or coccyx, and 
2. 


Occasionally into the buttocks below the 
pyriformis. 


The muscles and fascial attachments subdivide the 
area into an ischiorectal fossa and a true pelvirectal 
space which are so separated that, unless there is 
destruction or perforation of the fascial layers, the 
infections of these spaces will not penetrate the other. 


The union of the transverse perinei muscles with 
Colles’ fascia and the triangular ligament forms the 
posterior edge of the urogenital triangle, which is 
tough, and prevents the posterior spread of urinary 
extravasation. 


Bladder Anterior 


In general, the bladder lies immediately anterior to 
the rectum with the seminal vesicles and the prostate 
separated from the rectum only by the transversalis 
fascia and the dense investment of the prostate by 
the deep fascia. Immediately adjacent, but lateral to 
the rectum lie the ureters, and a little farther out, 
the internal iliac (hypogastric) vessels, where they 
emerge through the pelvis with the sciatic nerves. 


The hypogastric artery passes anterior to the sacro- 
iliac joint, giving off the gluteal vessels, which leave 
the pelvis with the superior gluteal nerves just above 
the pyriformis muscle, dividing into superficial and 
deep branches. 


Since this is a large trunk, it frequently is the 
source of hemorrhage in a gluteal wcund. The two 
terminal branches of the hypogastric artery, the sciatic 
artery and the internal pudic artery may be the source 
of hemorrhage. Both of these vessels pass through 
the sacrosciatic foramen. The sciatic nerve also emerges 
from the sacrosciatic foramen beneath the pyriformis 
and eventually lies external to the artery. 
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Treatment 


The treatment of wounds of the perineum, rectum 
and buttocks follows the same principles of treatment 
as any traumatic wound. Primarily, the control of 
hemorrhage is instituted to prevent shock or to treat 
shock. It becomes necessary to reemphasize the need 
for knowledge of the regional anatomy in order to 
control hemorrhage without damaging the adjacent 
nerves. 

Adequate debridement is necessary to prevent in- 
fection as in any other wound, but it is more im- 
portant should the rectum be involved. In order to 
prevent further contamination from a wound of the 
rectum, a diverting proximal colostomy is indicated 
in cases of perforation below the peritoneal reflection, 
and the retroperitoneal space should be adequately 
drained from below with a drain on one side of 
the coccyx. This drain should be placed in a separate 
incision rather than through the wound of entrance. 


Room for Colostomy 


In cases of perforation of the rectum above the 
peritoneal reflection, the abdomen should be opened 
by use of a midline or paramedian incision to leave 
adequate room for a colostomy. 


Bladder wounds should be sutured and a supra- 
pubic cystostomy catheter used for drainage as well 
as a urethral catheter. In injuries to the bladder or 
urethra, the space of Retzius should be also drained. 


The use of the question-mark incision in cases of 
hemorrhage of the glutei reveals the important ves- 





sels without injury to the adjacent vital structures, 
and it is best described in the following manner: 


The incision is carried in an arc for a hand breadth 
along the posterior crest of the ilium from the pos- 
terior superior line spine forward and downward 
to a point one finger breadth behind the anterior 
edge of the greater trochanter. 


The incision is continued downward, bisecting the 
outer face of the shaft of the femur to the lower 
level of the gluteal fold: It is carried medially in the 
fold to a point in the mid portion of the back of the 
thigh where it is continued distally on the leg for 
as far distalward as is needed. 


Femoral Side Freed 


The femoral side of the gluteus maximus is freed 
by cutting the insertion on the trochanter and split- 
ting the iliotibial band on the femur. 


The pyriformis muscle % the key to the location 
of the neurovascular bundles, with the superior gluteal 
artery and nerve between the pyriformis and the 
gluteus medius superiorly, The sciatic artery and nerve 
emerge from beneath the pyriformis and lies beneath 
the gluteus maximus lid. 


If hemorrhage from within is suspected, then it 
becomes necessary to do an exploratory laparotomy 
and ligate the hypogastric vessels. 

In summary, the handling of wounds of this area 
is the same as elsewhere, but requires a more thorough 
knowledge of the anatomy and the anatomical ap- 
proach, 





DERMATOLOGY 


Dermabrasion With Rasps 


Torre, D., A. M. A. 


irch 


Dermatol. 74:615, 19456 


Rasps are employed by the author in abrading small 
areas and for “finishing off” after using wire brush 


abrasion. 


Suitable instruments can be obtained from 


sculpture supply stores. When using the rasp technic 
the area to be treated is infiltrated with a local anes- 
thetic. “Proper depth can easily be determined by ap- 
pearance of the field. A sufficiently abraded area will 
show an even bleeding pattern.” The rasp technic is 
said to offer several advantages over the sandpaper 


method. 
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MONTHLY CLINICAL PATHOLOGICAL CONFERENCE 


EL PASO GENERAL HOSPITAL 





“March 21, 1957 





F. P. Bornstein, M. D. — Editor — Case No. 744 
Presentation of case by Dr. Pablo Ayub 


History — Dr. Nathan Kleban: 


A 63 year old Latin-American widower was admit- 
ted to the hospital on October 29, 1956. 


One year before admission the patient had an up- 
per respiratory infection which lasted about 10 days. 
This was followed by episodes of stabbing pain in 
the left lumbar region lasting about one hour, red- 
dish discoloration of the urine, which contained sand- 
like material, and yellow appearance of the eyes and 
skin. Whether there was a temporal relationship of 
these events was not recorded by the historian. The 
patient got up to void four times each night, but he 
had done this for eight years. 


Despite no loss of appetite, there was a 25 pound 
decrease in weight during the last three months. 


One week before entry the patient noted evening 
chilliness and cold sweating followed by feverishness. 
A cough productive of white, frothy sputum was 
present for several days. 


Nocturnal bed-wetting about every three months 
had occurred for 20 years. Vomiting, constipation, 
diarrhea and unusual color of stool were denjed. 


Physical Examination: 


The patient appeared undernourished, chronically 
ill, in no distress. T, 100.6, P. 85, regular. R. 24, 
regular. B. P. 118/72. Skin and mucus membranes 
were icteric. Rales were heard over the lower right 
lung field. The abdomen was distended. Bowel sounds 
were diminished in frequency. Four fingers-breadth 
below the right costal margin the liver edge was felt. 
Palpation in the epigastric region elicited a painful 
response. Prostatic enlargement was reported found 
on rectal examination. 


Hospital Course: 


Nurses’ notes recorded that the patient had no 
appetite and complained of mid-abdominal pain in 
contrast with the house officer's note that the patient 
had pain in the left lumbar region. On October 31 
liquid stool was passed by rectal tube. The nurses 
recorded severe generalized abdominal pain. A house 
officer noted slight distention, decreased bowel sounds, 
and signs of fluid in the abdomen by percussion. 
For several days the patient did not complain of 
pain and took oral feedings. 


A large, tarry-like stool was reported on November 
4, followed that night by the passage by rectum of 
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clotted blood. Clotted and liquid blood continued 
to come from the rectum until November 6 when 
stools became brown in color, at times formed and 
at other times loose. Six units of whole blood were 
given, starting about nine hours after the first rectal 
passage of blood was noted. A sippy diet was or- 
dered. Decubitus ulcers were treated beginning on 
November 6. The adbomen continued to be di- 
stended. Coma was followed by death on Novem- 
ber 8. 


In addition to whole blood the patient received 
Azcgantrisin, Sigmamycin, Sparine, vitamin K, and 
Aspirin. 


Laboratory: 


Chest film: ...a bilateral intensification of the 
pulmonary markings at the bases with thickened 
pleura over the diaphragm ...are consistent with a 
bronchiectasis. Survey film of the abdomen: changes 
consistent with an adynamic ileus. Gall bladder: 
Non-visualization, most probably on the basis of cal- 
culus cholecystitis. Abdomen: A moderate amount 
of gas...in the large and small bowel . . . consistent 
with an adynamic ileus. 


Hb. 13.9, 11.8, 11.1 gms; Hematocrit 51, 44, 39, 43 
per cent; WBC, 25,400; 25,400; Segs. 81, 80; Stabs. 
11, 2; Lymph. 7, 18; Mono. 1; Eos. 1. 


Urinalysis: Clear, red, red; acid, 1.011, 1.012, 
1.011; albumin neg., neg., 1+; sugar neg.; WBC 
3-6, 1-3; RBC rare; finely granular and hyaline 
casts. 


FBS 108 mg per cent; serum albumin 3.8, globulin 
3.4; BUN 19.5, 21.5; icterus index 23.2 in slightly 
hemolyzed blood; 4 per cent PSP excretion in 2 
hours; ESR 22 mm.; ceph. flocc. 3+ in 24, 4+ 
in 48 hours; stool on Oct. 31, greenish brown, 1+ 
occult blood, no ova, cysts or parasites found, 


Antistreptolysin 0 titer 50. VDORL negative. 20.5 per 
cent BSP retention in 45 minutes. Febrile agglutina- 
tions negative. 


X-Ray Discussion — Dr. Vincent Ravel: 


We will discuss first the chest, then the abdomen, 
then the gall bladder. We attempted to do an up- 
per gastro-intestinal series on this patient but he 
went into a shock-like state, and we just couldn't 
even continue with getting the usual films that we 
want in an intestinal series; because at one time it 
looked like he would have passed out in the X-ray 
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department, and this we do not like. We have 
enough problems without having patients die on the 
table. 


The first examination that we have is the chest, 
and the significant findings are the changes that 
you see in the right base. There is a slight elevation 
of the right hemidiaphragm; there are compression 
phenomena at the base; there is evidence of a thick- 
ened pleura over both hemidiaphragms; and when 
we see these we become suspicious of a bronchiectasis. 
The remainder of the chest reveals no significant 
pathological features. The aorta is a little elongated 
and tortuous. Degenerative changes in the thoracic 
spine are consistent with the chronologic age of the 
patient. 


Abdominal Films 


Now when we come to the abdominal films, using 
the recumbent and upright positions, we have gas in 
both the large and small bowel and these changes of 
course are consistent with an adynamic ileus. 


One of the significant things I think, now that 
I review the whole picture, is the elevation of the 
right hemidiaphragm and the general impression that 
there was enlargement of the liver. 


That, of course, brings up a number of interesting 
possibilities, especially in view of the fact that we 
have a non-visualization of the gall bladder follow- 
ing the administration of telopaque; and, when we 
don’t see a gall bladder, we are very prone to call 
it calculus cholecystitis; because over 90 per cent of 
the times when a gall bladder examination is per- 
formed and you have non-visualization, you are al- 
most sure to be correct. However, we are not able 
to identify any opaque calculi. 


With an enlargement or an increase in opacity 
overlying the liver shadow, an elevation of the dia- 
phragm and with the compression phenomena that 
we see at the right base, there exists a very interesting 
possibility of a hepatitis or an amoebic abscess of 
the liver or a pronounced cholangitis. 


Intermittent Jaundice 


Fundamentally then we have a patient with a his- 
tory of intermittent jaundice and with non-visualiza- 
tion of the gall bladder. We must come back to the 
most common cause, and that is a calculus cholecystitis 
with a biliary obstruction. 


In view of the fact that we can’t demonstrate the 
gall bladder radiographically, we are willing to go 
out on a limb and call this a calculus cholecystitis. 
There may be a secondary cholangitis or a secondary 
hepatic involvement, or enlargement of the liver, 
possibly secondary to an amoebic abscess, There are 
no significant calcifications in the right upper quad- 
rant. 


Radiographically we can see the properitoneal fat 
lines and the psoas shadows and we don’t have enough 
of the obscuration of the usual abdominal landmarks 
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to say that there is ascites. Of course this may be 
secondary to peritonitis. 


Clinical History 


I can’t identify this as an abdomen with peritonitis 
as we don’t have any radiographic evidence of it. 
One of the other things that is a little interesting is 
that the clinical history says that the patient is mal- 
nourished, yet we see quite ample soft tissues through- 
out the abdomen and the lateral chest wall, I mean 
this doesn’t look like a real undernourished or mal- 
nourished individual. 


We have an adynamic ileus. You can see both 
large and small bowel gas; and when you see both 
large and small bowel gas without a history of in- 
termittent colicky pains or signs of mechanical ob- 
struction, you have to consider this as an incomplete 
obstruction, if it is an obstruction. If we cannot 
definitely exclude large bowel gas, we cannot call this 
a complete obstruction from the radiographic stand- 
point. ° 


Clinical Discussion: — Dr. Pablo Ayub: 


I will discuss this case from a clinician's point of 
view and then give the differential diagnosis: 

Throughout this patient's illness, the clinician is 
confronted with many split trails toward solution 
of this patient's problem. 


From the history the lungs, kidneys, liver, biliary 
system and the possibility of some insidious process 
has to be considered. Apparently he had trouble with 
his prostate for about twenty years. 


One weck prior to admission, something flared up 
which caused fever, chills and upper respiratory dis- 
tress. This process did not respond to therapy at 
home and consequently he was sent in to the hospital. 


No Distress 


The physical examination reveals a patient with 
fever but in no distress. It confirmed the presence 
of a disease process which probably involved the 
lungs, particularly the right one, the liver, and/or 
the biliary system, the abdomen and the prostate. 


Pursuing the evaluation of each of these organ- 
systems separately by ancillary methods we find: 


(1) The urinary findings on various occasions as 
well as the KUB lead the clinician into a blind 
alley. The PSP test, I believe, is a red herring. 


(2) The X-rays of the chest lead the physician 


towards an equivocal conclusion only. 


When we focus our attention on the liver 
and biliary system, the ancillary findings are 
more rewarding: 


(3) 


(a) Here we find evidence of liver disease 
as reflected by the cephalin flocculation 
tests and the icterus index. 


(b) Evidence of gall bladder disease. 
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Several additional valuable tests unfortunate- 
ly were not performed. An alkaline phos- 
phatase and the Van Den Berg tests would 
have been appropriate at this time in order 
to differentiate the type of jaundice. 


Sometime along the course of this patient's 
illness, X-rays of the abdomen revealed the 
presence of a disease process inside the ab- 
domen as reflected by an adynamic ileus. 


(4) 


Little Information 


The record of this patient’s course in the hospital 
gives us very little information except for the events 
which culminated in the patient's death — that is, 
the events leading to and ending in massive gastro- 
intestinal bleeding. I believe it would be safe to say 
that this particular phase began on October 31, when 
severe generalized abdominal pain was recorded in 
association with loose greenish stools which contained 
occult blood. The distention, decreased bowel sounds 
and signs of fluid in the abdomen noted at this time, 
I presume, persisted until the patient's death. 


It would have been informative if the record had 
contained something with reference to the jaundice, 
whether it was progressive or stationary, whether there 
was itching or not, whether any thought was given to 
surgical intervention insofar as the gall bladder was 
concerned. I presume that a rectal examination was 
repeated at this time and perhaps a sigmoidoscopic 
examination was performed. However, there is no 
record of this being done. 


Return To Problem 


We return to the problem of differential diagnosis 
with much desired information lacking. Nevertheless, 
there are four outstanding findings of paramount 
importance around which we must discuss the diag- 
nosis: 


1. Massive gastro-intestinal bleeding 
2. Jaundice 

3. Adynamic ileus 

4. Enlarged liver 


The problem here is to find what disease conditions 
have a symptomology including the four findings 
mentioned above. 


I will consider four centered around the liver and 
biliary tract: 
(1.) Malignancies: 


(a) Liver 
(b) Gall bladder 
(c) Head of pancreas 


(2.) Cirrhosis with portal hypertension with 
esophageal varices with subsequent bleeding 


(3.) Gall stones with intermittent jaundice ana 
cholangitis with biliary cirrhosis 


(4.) There may be amoebiasis 
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Second Group 


The second group will contain abdominal lesions 
outside the intestines whose disease processes can 
explain the four findings mentioned before: 


(1.) Inflammatory lesions in the appendix or 
pancreas, Meckel’s diverticulum, which could 
cause thrombophlebitis or phlebothrombosis 
to the extent that obstruction of the portal 
circulation would result. The embarrassment 
of the circulation would culminate in massive 
bleeding manifested early by severe pain and 
adynamic ileus. 


(2.) Extra-intestinal malignant tumors such as a 
prostatic tumor and metastasis to portal lymph 
nodes causing secondary embarrassment to 


the circulation. 
(3.) Mesenteric vein thrombosis alone. 
The third group will contain intestinal lesions: 


(1.) Some benign lesions can explain the massive 
gastro-intestinal bleeding but do not fit the 
rest of the findings: 


(a) Amoebiasis with liver involvement 

(b) Diverticulosis with ulceration and mas- 
sive bleeding 

(c) Polypoid disease with intussuseption 
with massive bleeding 


(2.) Malignancy of the large intestines with me- 
tastasis: 


(a) Metastasis to the liver in the right or 
left side with terminal erosion of large 
artery 


(b) Secondary abscess formation with pyle- 
phlebitis and emboli to liver and lungs. 


Terminal Course 


Now, I believe any one of the disease processes 
mentioned could explain the findings and the ter- 
minal course in the hospital; but I believe emphasis 
should be placed on an insidious illness which most 
probably began several months before admission, that 
is, a malignancy. 


In view of the fact that the gall bladder carcinoma 
is notoriously silent until the final manifestations 
reveal themselves, I believe it deserves special con- 
sideration. Its presence certainly could explain most 
of the findings here. Against it is the fact that the 
jaundice in carcinoma of the gall bladder usually is 
progressive and deep. Such is the case also in car- 
cinoma of the head of the pancreas. 


Carcinoma 


Carcinoma of the prostate usually metastasizes with- 
out involving the liver or the portal circulation, and 
the clinical findings do not warrant such conclusion. 


Carcinoma of the large bowel, especially the right 
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sided lesions, are silent lesions except that they usual- 
ly are palpable, are associated with a macrocytic ane- 
mia, and except for carcinoma of the cecum, present 
a clinical picture of an obstructive lesion, These 
lesions, however, are usually asymptomatic until com- 
plications develop. 

I have not considered left sided lesions because 
they usually reveal themselves early with change in 
bowel habits and evidence of obstruction. 

The lymphomas, Hodgkins, reticulo-cell sarcoma 
and other malignant diseases of the reticulo-endo- 
thelial system cannot be excluded but they do not fit 
a disease process pattern such as the one we have here. 

Conclusion 

In conclusion, if I had to choose, I would pick: 
(1.) Carcinoma of the gall bladder, mostly because 
of the X-ray findings of a non-functioning 
gall bladder. 


(2.) Carcinoma of the cecum or hepatic flexure 
with metastasis to the liver with secondary 
abscess formation and erosion of the large 
artery in an ulcer. 

(3.) Mesenteric thrombosis secondary to an ap- 


pendiceal abscess with pylephlebitis, this in 
view of the chills and fever that accompanied 
the illness. 


Dr. F. P. Bornstein: 

Thank you, Dr. Ayub. There is one question I 
would like to ask you and would like to get the 
general comment on. I was struck by the fact that 
from the very beginning the white count of this pa- 
tient was running around 25,400. How would you 
explain this? 


Dr. Ayub: 


I would consider it due to an inflammatory process 
of the abdomen. There could be a peritoneal irrita- 
tion associated with some form of an abscess, or it 
could be a generalized infection; but I believe in 
view of the findings, in view of the adynamic ileus, 
there could be an abscess in the abdomen either due 
to a malignancy, or an appendicitis with a pyle- 
phlebitis and subsequent liver damage. 

Dr. Bernard Samp: 


The question that you asked Dr. Ayub refers to 
what impressed me in this particular protocol, namely, 
what was the reason for the elevation in the white 
count? That elevation in the white count can arise 
either from a blood dyscrasia, or we are going to 
prove what French says in his book of differential 
diagnosis, ‘‘a white count of 20,000 or over is in- 
dicative of pus under pressure’. I believe then we 
could come to the conclusion, as I believe I have, 
that there is an amoebic abscess of the liver with 
destruction of liver function, that has led to this 
patient’s demise. 


Dr. W. R. Gaddis: 
I would like to point out one thing here that no 
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one has mentioned, and that is the matter of decubitus 
ulcers in this patient. Now the loss of trophic 
impulses and the loss of nutritional quantity in suf- 
ficient amount to make this patient develop decubitus 
within eight or nine days of his admission is certainly 
a terrific factor to be considered. 


If this patient had lost 25 pounds, that alone would 
not be enough to develop a decubitus. 


Of course I think we are all familiar with the fact 
that we frequently see decubitus ulceration particular- 
ly in the chronically ill patient, and specially those 
who have central nervous system disease or degenera- 
tion of one type or another. 


I don't know what the explanation or the reason 
for the decubitus in this patient is. 

It certainly is remarkable that within a relatively 
short period of time we have the development of a 
most feared complication as far as hospital therapy 
is concerned. 


Dr. Joe Carter: 


It just dawns on me that I recall seeing this pa- 
tient. I went on the service about November 1, and 
I think this patient was too sick; there was no op- 
portunity to work him up, we couldn't even get a 
GI series. 

After he got into such a bleeding episode, it took 
six or eight transfusions to try to support him. It 
was my impression at the time that he had a malig- 
nancy in the right side of the intestinal tract that had 
metastasized to the liver, and he probably may have 
had some abscesses. 

Clinical Impression: Intestinal obstruction. 

Dr. Ayub’s Diagnosis: Carcinoma of gall bladder 
or intestinal tract with metastasis to liver. 
Pathological Diagnosis: Acute peritonitis due to 

ruptured amoebic abscess; amoebic ulcers of 
large bowel. 
Pathological Discussion—Dr. F. P. Bornstein: 


On autopsy we found the body of a fairly well 





Figure I 
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developed, fairly well nourished man. The skin was 
moderately jaundiced. The main pathological fin- 
dings were in the abdominal cavity. The peritoneum 
was dull and hyperemic. The peritoneal cavity con- 
tained about 3000 cc. of pus. 


In searching for the source of the peritonitis, we 
found a large abscess mass in the right side of the 
abdomen involving the liver, the ascending colon 
and the cecum. 


On sectioning through the liver, a large abscess 
was present in the lower lobe at the inferior surface 
which connected with the minor omental bursa. The 


inflammatory mass in the large bowel showed nu- 
merous ulcerated areas in the mucosa. 


On microscopic examination the most significant 
finding is the presence of numerous organisms, most- 
ly in the bowel and the liver abscess, which were 
identified as endamoeba histolytica (Fig. 1). 


In summary, then, this is the case of a man who 
suffered for a considerable period of time from 
amoebiasis as indicated by his weight loss, He then 
developed a liver abscess with liver damage; the 
abscess perforated and produced the fatal peritonitis. 


Dona Ana County (Las Cruces, N. M.) Medical Society 


Has Science Fair Program 


In an open letter sent to the Las Cruces, N. M. 
High School Science club, and science students and 
teachers at Las Cruces High School, Drs. James C. 
Sedgwick and Andrew Babey of Las Cruces, N. M., 
lauded teachers and students for their work in or- 
ganizing the “Science Fair’’ which was presented at 
the school in March. 


The letter is as follows: 


“A year ago at the annual meeting of the New 
Mexico Medical Association, two or three members 
brought it to the attention of the Association that 
during the preceding Science Fair there had been an 
alarming lack of interest in scientific subjects of a 
biological nature. Most of the interest had been con- 
centrated on physical sicences, electronics, etc.; and 
that even in the judging of the State Science Fair, the 
biological exhibits did not get the attention that we 
felt they deserved. 


“Consequently, the State Medical Association set 
machinery in motion to attempt to do something to 
interest young boys and girls of scientific leaning to 
more interest in the biological sciences. One of the 
factors that influenced our decision was the fact that 
in the last few years there has been an alarming 
decrease in the number of applicants to medical 
schools of the country, which, if continued, could 


only lead to an inadequate supply and quality of 


physicians in the not too far distant future. 


“Consequently, it was decided that the State Med- 
ical Association would offer prizes to winners in 
biological sciences on state level. 


“The Dona Ana County Medical Society then 
decided that if students were going to be able to 
compete on a state level, interest would have to be 
created on a local level. The Dona Ana County 


JUNE 1957 


Medical Society decided to offer prizes to the win- 
ners of ‘the County Science Fairs. 


“You teachers and sponsors of the Science Club 
have been most cooperative and have helped make 
our project a success. We offered and you accepted 
our offer to furnish judges for the Biological Sciences. 
The two undersigned were appointed by the Dona 
Ana County Medical Society to act as judges for your 
Science Fair. - 

“We will have to admit to a little misconception 
of the job that confronted us. We were more or less 
of the opinion that you had set aside far too much 
time for the judging and that we could probably run 
through the exhibits in much less time. We were 
in for the surprise of our lives! 

“Not only had you not allotted too much time, 
you had not alloted enough. We spent some two 
hours going through these exhibits, studying them 
and trying to judge them, and there wasn’t enough 
time. The projects and exhibits were all excellent. 
The originality, initiative and thoroughness exhibited 
during the Fair fairly made us catch our breath. 


“For whatever it is worth, when we had finished 
judging them the first time, we found that we had 
a tie for first place, and a tie for second place. We 
had to go back and re-group them and judge them 
on technical detail in order to pick a winner. Our 
chief regret was that there could only be one first 
place and one second place winner. There were 
several that we thought should have been winners. 


“Our sincerest congratulations on a job beautifully 
done. We came away with the feeling that as long 
as America can produce the kinds of minds that ob- 
viously worked on these projects, we need not fear 
for the future of Science here. Is this not better than 
doing it by coercion?” 
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